that discrimination and victimization account for the association between sexual orientation and depressive symptomatology (Almeida, Johnson, Corliss, Molnar & Azrael, 2009; Burton, Marshal, Chisolm, Sucato & Friedman, 2013; Williams, Connolly, Pepler & Craig, 2005) . The situation highlights the concern for sexual minority adolescents' well-being, especially given that adolescence is a critical period; mental disorders experienced during this phase can continue to have an impact in adulthood (Kessler et al., 2005; McEwan, Waddell, Barker & Kirby, 2007) .
In Thailand, van Griensven et al. (2004) investigated adolescents' well-being in relation to their sexual orientation, although their study focused heavily on adolescents' sexual health. Another study conducted among secondary school students in Thailand found that students who were bullied tended to do worse in school, were more likely to be depressed and to have attempted suicide (Mahidol University, Plan International & UNESCO, 2014) . The study also found that the compromised well-being worsened when bullying occurred because perpetrators thought victims were LGBT as compared to being bullied for other reasons (Mahidol University et al., 2014) . Other studies in recent years have also affirmed the worsened mental well-being among sexual minorities in Thailand (Boonkerd & Rungreangkulkij, 2014; Yadegarfard, Meinhold-Bergmann & Ho, 2014) .
This study investigates the issue of disparity in mental well-being status between non-minority and sexual minority adolescents in Thailand. It also examines experiences of victimization among sexual minority adolescents, not only by peers but by parents and school staff. In this way the study provides a more holistic picture of the situation that sexual minority adolescents encounter.
Methods
The study used mixed methods, with an initial qualitative phase and a subsequent quantitative phase. The initial qualitative study was conducted to obtain insights for constructing the questionnaire to be used in the following quantitative study. A detailed description of the methodology used in the qualitative phase can be found in a separate published article by Sopitarchasak et al. (2015) .
Target population and inclusion criteria. The target population for the study is male adolescents attending secondary schools in Bangkok, Thailand. According to the Ministry of Education, there were 152,439 secondary school students (grades 10 to 12) in Bangkok in 2015. Among those, 64,594 were male students, comprising approximately 11.8% of male secondary school students in the whole country (Ministry of Education, 2016) . The inclusion criteria for participants in the quantitative phase included (1) having male sex at birth; (2) currently attending secondary school in Bangkok; and (3) able to read and write Thai fluently.
Sample size and sampling method. A sample size of 1,000 participants was estimated to be adequate for this study, calculated as follows. We hypothesized that sexual minority adolescents' mean score on the Center for Epidemiologic Studies-Depression scale (CES-D) would be higher than that of non-minority adolescents. From a study utilizing a Thai version of the CES-D, the mean CES-D score for the general population can be approximated at 15.4, with a standard deviation of 6.7 (Trangkasombat, Larpboonsarp & Havanond, 1997) . According to a meta-analysis of ten studies in the USA and one study in Thailand that examined depression among heterosexual and sexual minority youth, the estimate for the overall standardized difference of the mean of the CES-D score between non-minority and sexual minority adolescents was 0.33 (Marshal et al., 2011) . Assuming the same results, we predict the CES-D mean score for the sexual minority adolescents to be approximately 17.6. With a significance level set at 5% (two-sided), power at 80%, and assuming the approximate proportion of sexual minority students to be around 10% among the student population 4 , the calculated sample size for the non-minority minority group and the sexual group is 728 and 81 respectively. Thus total minimum sample size obtained by combining the two groups is 809. Considering the possibility of non-responses and invalid answers, it was deemed that a sample size of at least 1,000 participants was required for this study (Chow, Wang & Shao, 2007) .
Considering the time limits for the study, participating schools were chosen partly by convenience sampling and partly by purposive sampling. The first three schools (Schools a, b and c) were chosen following convenience considerations because they had previously participated in another research project conducted by project staff. The other two schools (Schools d and e) were selected purposively, by sorting a list of schools in Bangkok according to the number of male secondary school students. The two schools with the highest number of male secondary school students among boys-only and among co-educational schools were then contacted to ask for their permission to participate in the study (four schools in total). Among those, both co-educational schools refused to participate. Teachers responsible for coordinating this project in the two (boys-only) participating schools were then asked to inform all male students (10 th -12 th grade) about the study and ask for their assent to participate. The number of participants and response rate is shown in Table 1 . Only students in the 10 th grade in school c and 12 th grade in school e were allowed by the schools to participate, due to limitations in their class schedules. This is considered to not influence the results of this study since all students in the entire allowed grades were allowed to participate in the study. parents or guardians via Participation Consent Forms which were distributed to students along with the Research Information Sheet by teachers at each school in advance of data collection. Written consent from the students themselves was considered unnecessary, since it was made clear that participation in the study was voluntary and participants gave their verbal assent. The survey was administered in each school's computer rooms during computer classes. Seating arrangements were made so that no participants sat next to one another in order to assure their privacy while taking the survey. This protocol was approved by both the Committee for Research on Human Subjects at Kyoto University (E1896) and the IPSR-Institutional Review Board at Mahidol University (No. 2013/1-1-23) . In order to protect anonymity, no names or other specific personal information that could be used to identify the participants' identities were asked or recorded.
Data collection and measures. An online computer-assisted self-administered questionnaire was created as a tool for data collection, using Survey Monkey ® (http://www.surveymonkey.com/), a provider of web-based surveys. The questionnaire was designed based on findings from the qualitative study and was pretested with 25 secondary school students who participated in the qualitative phase before the initiation of data collection. Measures used in this study included: 1) Demographics (9 items): Measures of age, religion, current grade, Grade Point Average (GPA), whether they are originally from Bangkok, whether they live with their parents, parents' marital status, whether they are working any part time job, and their daily allowance.
2) Sexuality (2 items): Participants were asked to choose their own sexual orientation and self-identified sexual identity from the following choices: gay, thud, katoey, bisexual, straight, questioning, or other. The Thai terms thud and katoey are discussed below.
3) Center for Epidemiologic Studies-Depression(CES-D) scale: Thai version (20 items):
The CES-D scale was translated into Thai and tested by Worapongsathorn, Pundee, and Triamchaisri (1990) . The cut-off point of the CES-D score in this study was set at 22 as suggested by a previous study of Thai CES-D scale by Trangkasombat et al. (1997) (sensitivity=72%, specificity=85%, Cronbach's coefficient alpha = 0.86).
4) Self-Harm and Suicidality (3 items):
Participants were asked if they have ever committed self-harm, considered suicide, or attempted suicide in the past semester (Yes or No). 5) Victimization (14 items): Experiences of victimization during the past semester by teachers, peers, parents, and strangers were asked, as well as sexual coercion, using 5 point scale response options (0:Never, 1:Less than once a week, 2:1-2 days a week, 3:3-4 days a week, 4:5-7 days a week). The question items were:
(1) Teachers or school staff said something or mocked how I act or talk to disdain or ridicule me. (2) Teachers or school staff treated me differently, with prejudice. (3) Teachers or school staff physically assaulted me, e.g. kicked, punched, hit me etc. (4) Other students called me "fag", "gay", "gold-digger 5 ", or other similar names. (5) Other students said something or mocked how I act or talk to disdain or ridicule me. (6) Other students treated me differently, with prejudice. (7) Other students physically assaulted me, e.g. kicked, punched, hit, stomped me etc. (11) My parents physically assaulted me, e.g. slapped, kicked, punched, hit me etc. (12) I felt that people were gossiping about me when I was out in public. (13) Strangers yelled or made hurtful remarks towards me when I was out in public. (14) Somebody forced, or tried to force me sexually.
Scores in each category of victimization (victimization by teachers, peers, parents, in public, and sexual coercion) were summed up, and categorized to four levels (Never/ Low/ Moderate/ High). Responses about sexual coercion were classified into "Never" or "At least once" in the past semester.
Data analysis. Statistical analyses were performed using IBM ® SPSS ® Statistics Desktop Version 21.0. Descriptive analysis was performed with all variables in order to identify distributions of the data. Consequently, bivariate associations between sexuality and other variables were identified. For depressive symptomatology, a previous study suggested a cut-off point for the Thai version at 22 (sensitivity=72%, specificity=85%), with a Cronbach's coefficient alpha of 0.86 (Trangkasombat et al., 1997 ). In the current study, Cronbach's coefficient alpha was 0.88. Participants who scored 22 or over on the CES-D scale were grouped as "High CES-D," suggesting a higher risk for depressive symptoms than those grouped as "Low CES-D", whose scores were below the cut-off point. It is important to note that, although CES-D scale can discriminate well between patients of clinical depression and general population, it is not a diagnostic tool and should not be used as one (Radloff, 1977) .
The group of participants who score above the cut-off point, hence, should be interpreted merely as a group with higher risk for depression, and the prevalence should not be interpreted as the prevalence of illness.
Adolescents who self-identified as gay (n = 27), young transgender 6 (thud) (n = 24), transgender (katoey) (n = 18), or bisexual (n = 27), were classified as being in the "sexual minority" group. "Questioning" participants (n=53) were also included in the sexual minority group since there was no difference in their experiences of victimization, depressive symptomatology and other outcomes from other sexual minority students; this is consistent with findings from a previous study (Williams et al., 2005) . Among participants who chose "Others" (n = 35) without further specification, only those who answered that they are sexually attracted "only to men", "mostly to men, but have also felt sexually attracted to women at least once", "to both men and women", or "mostly to women, but have also felt sexually attracted to men at least once" in the sexual orientation question item were classified as being in the "sexual minority" group. Those who did not answer both questions or whose sexuality could not be identified through the method explained in this paragraph (n = 71) were excluded from this study.
Results
Detailed results of the qualitative study can be found in our earlier article (Sopitarchasak et al., 2015) . The qualitative study was used to investigate the male adolescents' understanding of sexual identity and the types of victimization they experienced. Participants were aware of five male sexual identities, which were gay, young transgender (thud), transgender (katoey), bisexual, and straight. Although sexual orientation was an important part of how they differentiated straight and bisexual from the others, gender expression was also heavily drawn on in distinguishing between gay, young transgender, and transgender. Sexual minority adolescents reported experiencing victimization based on their gender/sexuality in three major environments: at home, at school and in public. At home, they experienced different levels of rejection from parents, ranging from verbal insults to physical assaults such as punching or slapping. At school, they encountered occasional bullying and name-calling by intolerant peers. They also reported some teachers insulting their same-sex attraction and treating them differently in a prejudiced manner. In public, insulting, name-calling, and gossiping from strangers were common. However, they also felt tolerance towards their gender/sexuality had been increasing in school and in public settings in recent years. On the other hand, they perceived more pressure against their gender/sexuality at home. As mentioned above, these qualitative findings were used to develop the quantitative questionnaire.
Overall 1,250 participants completed the quantitative survey. As seen in Table 2 , nearly all (96.1%) were 15 to 18 years old. Most (91.5%) regarded themselves as Buddhists. About three quarters of the participants (72.7%) were living with both of their parents, and 18.7%
were living with only one of their parents. Among all participants, 81.8% could be identified as sexual non-minority and 12.5% as sexual minority, with 5.7% having missing or unidentifiable responses. There were no significant differences among socio-demographic variables between the non-minority and sexual minority groups, except for the means of Grade Point Average (GPA), where the mean GPA of sexual minority participants (3.38, SD was higher than that of the non-minority participants (Table 2) . 
Overall 235 participants (19.9%) scored 22 or higher (high CES-D) on the CES-D scale
(indicating that they were more likely to be clinically depressed). Comparing the two sexuality/gender groups, the prevalence rate of having a high CES-D score was significantly higher in the sexual minority participants (29.5%) than in the non-minority (18.5%). The mean CES-D score among sexual minority adolescents was 17.6, whereas among non-minority participants the mean score was 15.1 (effect size = 0.32). Overall, the Cronbach's coefficient alpha was 0.88.
About 20% of the participants had engaged in self-harm in the past semester. However, there was no significant difference in the prevalence of self-harm between the two groups.
Suicidality was significantly more common in the sexual minority group (Table 3) . Nearly one in four (23.2%) sexual minority participants reported having considered suicide while only 9.8% of non-minority participants had done so. Moreover, 10.3% of sexual minority participants had attempted suicide in the past semester, while only 2.9% among the non-minority group had done so. For victimization by teachers, peers, or strangers, sexual minority participants were more likely to be victimized at a moderate or high level than their non-minority peers (Table 3 ). In addition, odds ratios of victimization by peers and by strangers increase as the level of victimization escalates (Table 3 ). The Mantel-Haenszel test for trend also suggested the trends were significant with p value less than 0.001. Although no significant difference was found between the two groups in their levels of victimization by parents, when the analyses were conducted for each item within the "victimization by parents" scale items, sexual minority participants were more likely to have been physically abused by their parents, with 3.2% reporting having been physically assaulted by parents 3-7 days per week in the past semester, compared to 0.6% among the non-minority participants (results not shown).
Sexual coercion was relatively common; overall 8.1% of all participants indicated they had experienced this. Sexual minority participants were three times more likely to have been sexually abused at least once in the past semester, compared to the non-minority group (19.9% vs. 6.4%). Furthermore, higher levels of victimization in every category and sexual coercion were significantly associated with tendencies of depression, self-harm, suicide thoughts, and suicide attempts (results not shown).
Discussion
This study investigates the issue of disparity in mental well-being status and experiences of victimization between non-minority and sexual minority adolescents in Thailand. We decided to adopt a mixed methods design for this study, which allowed us to utilize findings from the qualitative study to develop the questionnaire used in the quantitative study. The prevalence of higher risk for depression, self-harm, suicidality, and experiences of victimization among the two sexuality groups were explored to investigate the differences among them. The results revealed that sexual minority adolescents were at higher risk for depression and suicidality, and had experienced victimization more heavily than their non-minority counterparts.
The total prevalence of High CES-D was 19.9% in this study, consistent with the result (19%) of a previous study regarding depressive symptoms among male secondary school students in Thailand (Trangkasombat & Rujiradarporn, 2012) . When comparing the two sexuality/gender groups, sexual minority participants were almost two times more likely to score over the cut-off point, suggesting a higher risk for clinical depression. This finding is also consistent with results from previous studies outside Thailand, indicating that sexual minority adolescents' mental well-being status in Thailand is also being compromised.
Previous research, including a meta-analytic study, have suggested a strong association between suicidality and being in a sexual minority (Fergusson et al., 2005; Garofalo et al., 1999; Marshal et al., 2011; Remafedi, French, Story, Resnick & Blum, 1998; Russell & Joyner, 2001 ). This was found to be consistent in our current study as well. Sexual minority participants in this study were almost four times more likely to have attempted, and almost three times more likely to have considered suicide than non-minority youth. Thus we suggest that interventions to prevent suicides among adolescents be focused especially on sexual minority adolescents. However, despite the substantial difference in suicidality between the two groups, it is of interest that there was no significant differences in the two groups regarding self-harm. Further studies, especially qualitative inquiries, are needed to investigate the reasons behind this phenomenon.
As proposed by Meyer (2003) , such compromised mental health outcomes (depression and suicidality) among sexual minority groups may be caused by distal (prejudice events) and proximal (expectation of rejection, concealment, internalized homophobia) minority stress processes. Evidently, sexual minority participants were more likely to be victimized especially by their peers and strangers in public, with significantly higher odds ratios at every level (low, moderate, and high). They were also more likely to be victimized by teachers and physically abused by their parents. These findings are against the common perception that sexual minorities in Thailand are well and widely accepted. Other studies by international agencies also confirm that sexual minorities in Thailand still encounters prejudice, which are rooted from a lack of understanding about diverse sexualities (Suriyasarn, 2014; UNDP & USAID, 2014) . The report by the UNDP and USAID (2014) also argued that striving for family acceptance is the biggest issue for sexual minorities in
Thailand.
The prevalence of sexual coercion found in this study (8.1%) was slightly higher than that of 6.5% in northern Thailand as reported by Manopaiboon et al. (2003) . Sexual minority participants were over three times more likely to have been sexually coerced. The finding was consistent with the previous study by Manopaiboon et al. (2003) , which reported the odds ratio of 7.3 (95% CI= 4.0-13.3) for homosexual/bisexual self-identification as a factor associated with sexual coercion. The higher tendency of sexual minority adolescents being sexually coerced raises concern over the higher risks for HIV and other STDs, as condoms are reportedly used less than half the time when sexual coercion occurs (Guadamuz et al., 2011; Manopaiboon et al., 2003) . In addition, as many studies have shown, sexual coercion during adolescence is significantly associated with subsequent HIV risk-taking behaviors (Bensley, Van Eenwyk & Simmons, 2000; Brennan, Hellerstedt, Ross & Welles, 2007; Holmes & Slap, 1998; Mimiaga et al., 2009; O'Leary, Purcell, Remien & Gomez, 2003; Senn, Carey, Vanable, Coury-Doniger & Urban, 2006) According to Meyer (2003) , such experiences of victimization and sexual coercion are distal minority stressors which can negatively impact mental well-being. In this study, we found a significant association between victimizations/sexual coercion and adverse mental well-being measures. Arguably, it is likely that the greater frequency of victimization and sexual coercion results in worsened mental well-being among the sexual minority participants. Although the results support Meyer's minority stress model, the cross-sectional nature of the current study limits the ability to infer causal relationships among the variables.
Nonetheless, a previous longitudinal study has suggested that higher depressive symptoms and suicidality among sexual minorities are significantly mediated through victimization specific to the sexual minority (Burton et al., 2013) .
Although the results from the quantitative study indicated no significant difference in victimization by parents, findings from the qualitative study showed that sexual minority participants felt more pressure at home. Many sexual minority participants during the qualitative study had not yet come out to their parents at the time. Some of those who had not come out to parents mentioned having to be highly careful with their actions and personalities any time they were with parents, in order to hide their sexual identity. Even some of the participants who were already open about their sexual identity to their families mentioned feeling guilty for having disappointed their parents because of their sexual identity. In another study, de Lind van Wijngaarden & Ojanen (2016) have found that gay identity was considered a defect by gay participants themselves who also believed that they needed to make up for such defect by being good persons for their families. According to
Meyer's minority stress process, these kinds of stigma concerns, where sexual minority adolescents feel that their sexuality is a defect, are proximal minority stresses which can possibly have adverse effects on mental well-being (Meyer, 2003) .
Another issue of interest is the significant difference in the mean GPA between the two sexuality groups. Overall, sexual minority participants' GPA was higher than that of the non-minority. This finding was inconsistent with previous studies abroad which suggested the opposite (Pearson, Muller & Wilkinson, 2007; Rostosky, Owens, Zimmerman & Riggle, 2003) . This may possibly be explained by findings from the qualitative phase, where some of the sexual minority participants regarded they had to study hard and do better in order to compensate for their sexuality and not be disrespected. This phenomenon also goes in line with the results of studies by Suriyasarn (2014) and de Lind van Wijngaarden & Ojanen (2016) which found that LGBT and especially transgender persons in Thailand believed that they must work harder than the non-minority persons to earn respect from people around them.
According to Meyer (2003) , coping and social support can possibly help alleviate the compromised mental well-being caused by minority stresses. Schools seem to be the most suitable place for supporting programs since adolescents spend most of their time at school. Overall, the law seems to be written with torture as an act conducted by adults to children.
As a result, further interpretation is needed if one wants to apply the law to cases of bullying by peers, which is deemed difficult since verbal or emotional abuse especially by peers is not usually perceived as torture and often overlooked. And although the Ministry of Education has established student protection centers in 2012 to holistically assist and help students (Ministry of Education, 2012), currently there is no evidence regarding the mechanism's efficiency in addressing bullying. Furthermore, until now there has not been a formal action taken by professional associations of Thai mental health professions to tackle the issue of mental well-being for sexual minorities (Ojanen, Ratanashevorn & Boonkerd, 2016) .
As for developing an inclusive curriculum, comprehensive sexuality education is required to be taught at school by the Prevention and Remedial Measures for Adolescent Pregnancy Act, B.E.
2559 (Royal Thai Government, 2016) . Although the curriculum does include topics regarding sexual minorities, such topics are covered less than they should (UNDP & USAID, 2014).
On the community level, especially within school communities, gay-straight alliances or similar structures do not exist in Thailand. Nor do secondary schools in Thailand have concrete policies to address bullying problems, especially when a bullying event is based on perceived sexual minority status. When measures against bullying exist, they tend to be ad hoc to solve certain bullying cases that emerged, while lacking systematic procedures (Mahidol University et al., 2014) .
In fact, many participants from the qualitative phase reported being discriminated against due to their sexuality by teachers, and some also mentioned being prohibited from applying for a scholarship due to their sexuality. Since we found from the qualitative study that sexual minority participants felt more pressure at home, we suggest supporting programs also involve parents or guardians into interventions as well.
There are several limitations to the current study. Since the participants in this study were male secondary school students in Bangkok, Thailand, generalization to other populations in other contexts is not recommended. The cross-sectional nature of the study also limits the ability to make causal inferences between the variables of interest. However, although participating schools were not recruited randomly, and there were schools which refused to participate, the refusals were due to limitation in their class schedules and were considered not to systematically bias the results. Despite several limitations, the nature of this study, which included male secondary school students in the general population regardless of their gender expression and sexuality, allowed us to identify the proportion of male sexual minority adolescents. However, because of the low numbers of participants with specific identities, subgroup analyses within the sexual minority group could not be properly conducted. Future studies that recruit more sexual minority adolescents is needed in order to further investigate risk factors related to adverse metal well-being within the sexual minority population.
